In the Fall 2015 issue of The Open Journal of Occupational Therapy, I discussed the definition, history, and implications of personalized medicine. Personalized medicine, as described in that paper, is a comprehensive approach to health care that uses a collaborative partnership between a client and a therapist to consider the best treatment options for the individual (Burke, Trinidad, & Press, 2014) .
The person's specific characteristics, values, needs, and preferences are considered along with the tasks that the person performs and the environment in which the person must function. Overall, the shift toward personalized medicine is viewed as a push to return to a focus on the art of practice. The art of practice is the therapeutic skill of interacting with the client and using clinical reasoning to plan and carry out treatment based on the uniqueness of the individual and the individual's circumstances (Mosey, 1996) .
Historically, the pendulum has swung back and forth between a focus on the art of practice and an emphasis on science-based practice. There have been long standing debates in medicine about universalism versus personalization, with universalism representing science-based treatments that are considered appropriate for all people who have a specific problem and personalization representing an emphasis on treatments that are tailored to the individual using the art of practice.
Although there is a consistent push to improve the science on which treatment is based, the "one size fits all" approach to medical care has been periodically challenged over time (Tutton, 2012) .
With each renewed emphasis on sciencebased practice, there has been a push back toward the art of practice. For example, during the Victorian Era, the development of a science-based approach to treatment was met with resistance by physicians who claimed that "their art of clinical practice was predicated on a highly individualized approach to diagnosis and therapy" (Tutton, 2012 (Tutton, , p. 1724 . "They stressed the 'art' of medical practice, which was founded upon a privileged epistemology of patient individuality in contradistinction to the universalization of knowledge represented by the laboratory sciences" (Tutton, 2012 (Tutton, , p. 1724 .
In general, arguments in favor of universalism are usually made using statements about future care based on potential scientific revolutions or promises of technological breakthroughs. When those breakthroughs present with limits, such as limited evidence on which to base practice, a movement back toward personalized care and an emphasis on human variability will once again become the focus of the professional discourse.
Evidence-based Practice
Most recently, the health professions have been driven toward universalism with the advent of evidence-based practice (EBP). EBP is the "conscientious, explicit, and judicious use of current best evidence in making decisions about the care of individual patients" (Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996, p. 71) . Law and Baum (1998) Treatment guidelines that were supposed to support and guide treatments become mandates that if not followed could lead to malpractice lawsuits.
"Instead of being allowed to deliver 'patientcentered' care, many physicians feel they are being co-opted by regulations. Some feel pressured to prescribe 'mandated' treatments, even to frail older adults who may not benefit" (Jauhar, 2014, p. A33) .
Over time, some of those treatment guidelines, which essentially became mandates, have been reversed. For example, the use of betablockers for almost all patients undergoing noncardiac surgeries became standardly adopted and then reversed after finding that they significantly increase the risk of stroke at the time of surgery, and hormone replacement therapy for postmenopausal women was widely implemented and then abandoned (Jauhar, 2012) .
Occupational Therapy
As a part of the medical community, the profession of occupational therapy (OT) has been affected by the pendulum swings between a focus on the art of practice and an emphasis on sciencebased practice. As with the health professions in general, the push for science as the basis of OT interventions is couched in statements about future developments that will provide support for practice. In EBP the focus is on the most effective treatment for the average person according to specific diagnoses. A diagnosis, however, is only one aspect of the individual's profile and "most diseases involve a complex and multi-factoral dynamic with few linear causal relationships" (Põder & Assel, 2015, p. 178) . A simplified scenario is as follows. A randomized, controlled study examining interventions for memory deficits may find that one specific cognitive strategy is significantly more effective than other strategies to improve memory function for 51% of participants with acquired brain injuries (ABI). So, based on that study, an occupational therapist would teach all people with ABI to use that one specific memory strategy. That strategy, however, would not be effective for 49% of the people with whom it was used. So, in practice, the occupational therapist would not want to teach that one specific memory strategy to all people with ABI, but pursue several strategies and find the ones that work the best for each individual. This is personalized medicine.
The treatment should be tailored to the individual and research should not only focus on which strategy works for most people, but also determine why one strategy works for some people and not for others. Each therapist must modify the treatment for the individual based on individual variances deciphered by our art of practice and based on the best available scientific information.
Merging Personalized Medicine and EBP for Best Practice
In the late 1800s, the famous physician William Osler observed that "If it were not for the great variability among individuals, medicine might as well be a science and not an art" (quoted in Tutton, 2012 Tutton, , p. 1721 practice is, of course, both an art and a science (Tutton, 2012) .
Some of the current presumptions about personalized medicine imply that the art of practice is only used when there is not science to support clinical decisions (Tutton, 2012) .
The weaker a treatment recommendation, the more patient preferences should enter into medical decision making, and the more variation you should expect to see. This is a basic conflict in modern medicine: treatment uniformity, which aims to optimize population health, versus treatment variation, which aims to respect individual choice (Jauhar, 2014, p. A33) Instead of a conflict between the art and science of the profession or the assumption that one is used when the other is not, the aim should be to merge the two in clinical practice. The art of practice, which includes therapeutic interactions using empathy, collaboration, teaching-learning, OJOT will continue to publish articles that focus on building a scientific knowledge base for the profession of OT, but we will also continue to publish works that focus on the art of practice. Not only do we feature art as an occupation in each issue, we continue to be interested in manuscripts that focus on therapeutic relationships and clinical reasoning integrated with the use of scientific evidence to form the knowledge base of the OT profession. We encourage researchers and authors to explore the merging of art and science for promoting best practice.
